BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to complete a checklist review form (see an example) and are provided with free text boxes to elaborate on their assessment. These free text comments are reproduced below. This paper was submitted to the BMJ but declined for publication following peer review. The authors addressed the reviewers' comments and submitted the revised paper to BMJ Open where it was rereviewed and accepted.
GENERAL COMMENTS
comparing esp and enp personnel -none of them trainees -with a group of doctors that does include very junior trainees is a fundamental flaw. the doctor group needs to have at least the sho level excluded -i.e all doctors with less than 6 months a&e experience need to be excluded in order to achieve comparability.
a total 372 patients with the full variety of soft tissue injuries means that the numbers for each injury are extremely low. if the study would contain 372 knee injuries, i would consider N big enough for a valid study therfore i consider this study flawed:
1 it compares 2 groups of long practising professionals with a group containing very junior trainees 2 the case number is way too small. if all 372 were knee injuries, N would be sufficient -but 372 cases of everything is not acceptable to achieve any degree of comparability -This manuscript received a second review at BMJ but the reviewers did not give permission for their comments to be published.
VERSION 1 -AUTHOR RESPONSE

Christian Destree
Comparing esp and enp personnel -none of them trainees -with a group of doctors that does include very junior trainees is a fundamental flaw. the doctor group needs to have at least the sho level excluded -i.e all doctors with less than 6 months a&e experience need to be excluded in order to achieve comparability.
The authors disagree with this statement. This research is a pragmatic trial, and one of the key attributes of this methodology is that the setting and the intervention are representative of those that are currently being used. Emergency departments in the UK do use junior trainees to provide care on a routine basis. The sensitivity analysis in the results already includes a comparison of ENPs and ESPs to junior trainees, however to shed further light on this area we have now added a comparison to more senior doctors (registrars) on page 15.
A total 372 patients with the full variety of soft tissue injuries means that the numbers for each injury are extremely low. if the study would contain 372 knee injuries, i would consider N big enough for a valid study. The case number is way too small. If all 372 were knee injuries, N would be sufficientbut 372 cases of everything is not acceptable to achieve any degree of comparability This research was not designed to provide comparability between different injury types. Instead we have completed a pragmatic trial to look at a range of injuries attending the ED, using randomisation to ensure that the variety in case mix does not bias the study results. 
THE STUDY
This manuscript appears to be a companion paper to another submission made to the BMJ. If for any reason the BMJ does not publish the companion paper, this manuscript does not have sufficient information to allow it to be a stand-alone paper (e.g. the method section is too brief to allow the reader to follow). One issue which the authors need to make clear is the age eligibility. Is it over 16 years or 17 years and over. They use these two interchangeably (over 16 would include 16 years and 1 day old and does not equal 17 years and over).
RESULTS & CONCLUSIONS
The authors concluded that these results question the notion that training the healthcare workforce to undertake extensions of their role is generally cost effective. In their companion paper, a key cost was associated with increased follow-up appointments and subsequent primary care visits. The majority of these visits (40%) were to obtain work certification relating to the injury (sick note/fit note). One issue which the authors might comment on is the adequacy of training for the ESP and ENP. With adequate training most of these visits might be avoided and the cost associated with ESP and ENP care might be avoided. This manuscript appears to be a companion paper to another submission made to the BMJ. If for any reason the BMJ does not publish the companion paper, this manuscript does not have sufficient information to allow it to be a stand-alone paper (e.g. the method section is too brief to allow the reader to follow).
The companion paper has already been accepted for publication by BMJ Open.
One issue which the authors need to make clear is the age eligibility. Is it over 16 years or 17 years and over. They use these two interchangeably (over 16 would include 16 years and 1 day old and does not equal 17 years and over).
Thank you for pointing out this ambiguity. The inclusion criteria should read 16 years and over, and we have amended the text accordingly.
The authors concluded that these results question the notion that training the healthcare workforce to undertake extensions of their role is generally cost effective. In their companion paper, a key cost was associated with increased follow-up appointments and subsequent primary care visits. The majority of these visits (40%) were to obtain work certification relating to the injury (sick note/fit note). One issue which the authors might comment on is the adequacy of training for the ESP and ENP. With adequate training most of these visits might be avoided and the cost associated with ESP and ENP care might be avoided.
Thank you for this helpful comment. At the time this study was conducted it was not routine practice to issue sick notes/fit notes to patients attending the emergency department, and this applied to all professional groups (including doctors). We believe that the type of healthcare practitioner a patient sees may influence subsequent behaviour, and are currently investigating this in further research.
Doctors were cheaper and saw significantly more lower limb injuries -the sensitivity analysis demonstrated a consistently higher cost for lower limb injury compared to upper limb. Do the authors have a view on why this is?
This is an interesting observation. We are confident that there is no systematic bias in the allocation of patients, and that this variation is due to chance. An implication is that the true cost for doctors may be less than we have shown, given that the doctor group may have contained more high cost (i.e. lower limb) patients. We have addressed this by adding the following to page 17 as follows: " A fourth consideration is that whilst the Doctor group are likely to be equivalent but possibly cheaper than the ESPs or ENPs the sensitivity analysis showed they were randomised to more of the relatively expensive lower limb injuries. This has the potential to over-estimate the doctor group's cost. The randomisation process was robust enough to eliminate the possibility of bias and this allocation is likely to be due to chance".
The companion paper has not been referenced in this version as it is currently in print. 
GENERAL COMMENTS
The authors stated that 'At the time this study was conducted it was not routine practice to issue sick notes/fit notes to patients attending the emergency department, and this applied to all professional groups (including doctors). We believe that the type of healthcare practitioner a patient sees may influence subsequent behaviour, and are currently investigating this in further research. The practice of issuing sick notes to patients vary from hospital to hospital (many issue these on the basis of type of injury) and this information should be incorporated in the final paper The authors stated that 'At the time this study was conducted it was not routine practice to issue sick notes/fit notes to patients attending the emergency department, and this applied to all professional groups (including doctors). We believe that the type of healthcare practitioner a patient sees may influence subsequent behaviour, and are currently investigating this in further research. The practice of issuing sick notes to patients vary from hospital to hospital (many issue these on the basis of type of injury) and this information should be incorporated in the final paper
We have incorporated this additional information as suggested (see page 17).
Reviewer: Mr. Jim Wardrope My only concern is the power of the study. I would advise a statistician review this aspect. 80 patients per group does not seem enough but I do not have the information to repeat the power calculation
With the support of a statistician, the study was powered to a level of 90% and calculated using a 5 point change. A 10% difference in cost was used in the calculations for the economic study and therefore, because the power calculation was based on a smaller difference, we are confident that the numbers included in the trial are sufficient. Two options were possible: an absolute value of no difference or another value which represented a margin that decision-makers would find acceptable between interventions. As it remains unclear how economic evaluations are used in the decision making process (Drummond et al 1997; Van Velding, 2005) and attitudes differ between individuals and committees making the decisions (Williams, 2008) it is possible an acceptable margin exists.
There is likely to be a willingness to pay an increased cost due to the need to utilise extensions in roles as a result of changes in the junior doctor training programme (more education, less patient contact and reduced working hours), national throughput targets, out of hours care provision and the European working time directive. As no other precedent was available a minimum important difference was set at a 10% difference in cost. This is detailed on page 9 of the manuscript.
I have also updated the references to include the recently published companion paper (ref 8).
